of capacity to provide consent, a responsible carer shall provide such consent.
Part VIII: Patients involved in criminal proceedings
The courts may issue orders for observation in a mental health facility in order to assess the mental capacity of persons charged with a criminal offence for periods of 3 months, renewable. Power to order the discharge of a person detained in a mental healthcare facility upon the plea of insanity can be exercised by the court after a recommendation to the court by three specialists, one of whom is the responsible specialist. Leave of absence may still be granted by the minister responsible for justice in the context of a multidisciplinary treatment plan.
Part IX: Mental health licensed facility
All facilities which provide a mental health service will continue to be duly licensed as currently provided. However, facilities which provide services to persons detained on an involuntary basis, minors, and forensic patients (persons concerned in criminal proceedings and prisoners) need a specific licence to operate. Every licensed facility must have written patient care management protocols and operational guidelines for implementation of the requirements imposed by the new legislation.
Part X: Promotion of social inclusion
The law emphasises the need for social inclusion, and gives the Commissioner an advocacy role with legislative bodies to make recommendations on social policy. This part also gives the Commissioner an executive role in taking appropriate action against discrimination or exploitation of persons by reason of their mental health status.
Conclusion: challenges and opportunities
The new Act explicitly states a set of values and principles: the promotion of patient autonomy; care delivered to persons integrated in their community; the use of the least restrictive methods of care; and a managerial approach, with defined time frames, care plans and goals. It is expected to provide logistic challenges in its implementation, but if these are met, it can be expected that mental healthcare in Malta will reflect the progress made in clinical and academic psychiatry.
References Engel, G. L. (1980) (WHO, 2008) . In Bénin, data were taken from the World Health Organization's AIMS report (WHO, 2011a) .
A common framework was used for each analysis, based on recognised structured assessment tools (Cohen et al, 2011) , principles for effective integration with general healthcare (WHO, 2001) and information useful for programme development.
Context
West Africa is among the poorest regions in the world, reflected in very low Human Development Index rankings (Table 1) , particularly for Niger. Côte d'Ivoire has historically had a stronger economy, but this was set back by the civil war of 2002-11. Life expectancy and literacy rates are also low regionally (Table 1) , reflecting weak health, education and social services.
In each country, government spending on mental health is low: less than 1% of health budgets (WHO, 2011b) . Non-governmental organisations provide financial and technical support, either through government systems or in private and religious/humanitarian services. Civil society organisations also act as forums for advocacy around disability, human rights and related issues.
The five countries were all French colonies until independence in the early 1960s, and this legacy has resulted in similar administration of health systems.
None of the five countries possesses detailed information about mental, neurological or substance use (MNS) disorders in decentralised services. There are few primary-level or community mental health services. Health information systems at the primary level do not distinguish MNS disorders as distinct categories. Such data are either completely absent or limited to broad categories such as 'mental illness'. This is one of the obstacles to the development of community mental healthcare, because planning has always been based exclusively on hospital data (Patel & Kleinman, 2003) . Community studies are rare, and not usually under taken by government, so are not considered in planning (Gureje & Alem, 2000) .
Mental health needs and beliefs
There are limited published data on prevalence in the region. All the countries provided statistics based on presentation to services in major centres, but there were no good epidemiological data from community-level surveys. The main presentations in hospital statistics were psychotic disorders, depression, anxiety disorders, bipolar disorder and epilepsy, with no significant differences between countries. In all these countries, there were raised risk factors for mental illness such as poverty, malnutrition and inequity of access to health services; in addition, war has been a recent experience in West Africa.
The five countries surveyed are ethnically diverse and have populations who are of Christian, Muslim and traditional religious persuasions. In general, Christianity is more common in the south and coastal parts of the region, with Islam more common to the north. In practice, traditional polytheistic beliefs are widely followed by members of communities who describe themselves as Muslim or Christian. This is very relevant to healthseeking behaviour, with mental illness commonly con sidered to have a spiritual cause, and people typically turn to traditional or religious healers first.
Traditional treatments are of course peculiar to different areas and ethnic groups, but often take the form of herbal remedies or ceremonies against possession. Christian and Muslim leaders offer prayer or perform ceremonies to respond to the perceived spiritual cause of emotional distress or socially unacceptable behaviour. Some are identified as experts in this area. Unfortunately, in all the countries, human rights abuse has been reported in traditional or religious settings, and such establishments have often become places of long-term containment.
When faced with long-lasting or relapsing conditions, families often try several types of care, sometimes including travelling to a specialist hospital. All these options are expensive, sometimes catastrophically so for families. 
Policies and legislation in mental health
The study highlights a lack of mental health policies in these countries. Bénin developed, validated and adopted a mental health policy in 2009, but it is not well endorsed. In the other four countries, the annual health strategic plan routinely has a mental health component (Table 2 ) but this is rarely implemented. Laws relating to mental illness are enshrined in the colonial order of 1938 establishing a psychiatric service in French West Africa (Collignon, 1978) , and some legislation defines how mental illness should be treated in the criminal code. Despite the fact that all five countries have signed the UN Convention on the Rights of Persons with Disabilities, and all but Côte d'Ivoire have gone on to ratify it, current legislative practice fails to protect these rights.
Governance, services and the provision of mental healthcare Governance
Administratively, each country has a national co ordinator in the Ministry of Health, who is gener ally the senior psychiatrist in the country. In all cases, mental health is a small department under 'non-communicable diseases', with little political impact, as this field has not been a priority. One result is the allocation of few resources to mental health, so although policy exists, and strategic plans are developed, these are hardly ever budgeted for, beyond maintenance of existing core (hospital) services and staff salaries. Increased interest from the international community, including agencies such as the World Health Organization, which launched a Global Mental Health Action Plan in 2013, is starting to change this.
Services are unevenly distributed geographically, with the great majority based in the capital cities. Studies in the region suggest that only around 15% of people with severe mental illness access care (Gureje & Lasebikan, 2006) . This rate is likely to be the same or worse in the Francophone countries, which generally have fewer resources.
At the tertiary level, all five countries have psychiatric hospitals and/or a department of psychiatry in teaching hospitals. Despite hospitalbased care being the strongest sector in all these countries, the availability of hospital beds is low (Table 3) , with just a few in general hospitals.
At the secondary level of care, services are limited. In the early 2000s there was a successful process of decentralisation in Burkina Faso, which resulted in many regions having a mental health unit in general hospitals, staffed by a specialist mental health nurse. In other countries, less than 10% of regional or district hospitals have a person dedicated to mental health. Besides government services, non-profit, faithbased organisations provide care in each country. There are two mental health centres in Bénin, four in Côte d'Ivoire and three in Togo. In addition, the psychiatrists in each country run private clinics in the capital cities.
The provision of psychotropic drugs in these five countries is characterised by unreliability of supply and poor quality (McBain et al, 2012) at both primary and secondary levels of the health pyramid. Psychotropic drug supplies are much more reliable at the tertiary level and in the largest private pharmacies, but these medications are expensive, making long-term use of them impossible for most of the population.
Psychological and social interventions are available only at tertiary hospitals in some countries (Burkina Faso, Niger, Côte d'Ivoire). While in Togo there is a relatively large number of psychology graduates, they are not appropriately trained or employed for clinical work. Each country has a Ministry of Social Welfare, but there is little communication between sectors, with no dedicated social workers for people with mental health problems.
Human resource development
Côte d'Ivoire and Burkina Faso have been training mental health specialist nurses and doctors for at least two decades. They therefore have more mental health staff than the other three countries. In Bénin, despite training specialists in mental health since 1985, levels remain low due to the length of training, and because there is little interest in this specialty, due to stigma. Niger and Togo have offered training in mental health nursing since 2007 and 2012, respectively.
Discussion
Mental healthcare in these five countries is going through a period of reform. The absence of a policy framework has hindered this process, with the other main barrier being lack of personnel. Placing a greater emphasis on non-specialists providing care (task-sharing), with specialists mainly supervising, would alleviate this problem.
Poor supply of essential psychotropic medicines and poor health information management were also consistent findings. Decentralisation and provision of services at the primary-care level is probably the main priority. The five countries currently have pilot projects informed by mhGAP, either complete (Bénin), in progress (Niger) or due to commence (Burkina Faso, Côte d'Ivoire and Togo). Generally, these involve taking a systems approach to coordination and integration of mental health into routine health services (information systems, medication), building personnel capacity, ensuring ongoing support and supervision, and strengthening civil society networks in mental health. The impact of these pilots is difficult to predict. It is hoped that in a context of ongoing advocacy with government, scale-up can follow. They have certainly raised the profile of mental health in the countries; for example, some extra resources have already been released in Niger to expand the programme. International partners have primed and helped implement these pilots. In the current economic environment, such private-public partner ship is essential in leveraging at least some of the resources necessary for scale-up.
In several of the countries, organisations already exist that involve users and their families in community-based rehabilitation (parts of Burkina Faso, Niger, Togo and Bénin), or provide other non-governmental, mainly faith-based, services.
Conclusion
This comparison found similar environments of great need and limited resources across the region. The political and health systems had many parallels, which allows approaches to service reform to be shared. There is now a growing understanding of the importance of integration into general health systems, geographical de centralisation, and working through other sectors. This more integrated approach, coupled with the use of nonspecialists in care provision, means that the wide mental health gap may be bridged in a practical way in these low-resource settings.
